Purpose: This research aimed to identify risk factors of pulmonary metastasis (PM) from hepatocellular carcinoma (HCC) and prognostic factors of patients with PM from HCC at initial diagnosis. Methods: Patients diagnosed with HCC between 2010 and 2015 were reviewed retrospectively in the Surveillance, Epidemiology, and End Results (SEER) database. Patients with PM from HCC at initial diagnosis were identified from the entire cohort. Predictors for PM from HCC were identified by multivariate logistic regression analysis. Independent prognostic factors for patients with PM were determined by univariate and multivariate Cox regression analysis. Nomograms were also constructed for quantifying risk of metastasis and overall survival estimation visually. Results: Our research included 30,641 patients diagnosed with HCC, of whom 1,732 cases were with PM from HCC at initial diagnosis. The risk factors causing PM from HCC were age (P ¼ 0.001), race (P < 0.001), primary tumor size (P < 0.001), T stage (P < 0.001), N stage (P < 0.001), alpha-fetoprotein (P < 0.001), bone metastasis (P < 0.001), brain metastasis (P < 0.001), and intrahepatic metastasis (P < 0.001). The significantly prognostic factors for overall survival were age (P ¼ 0.014), T stage (P ¼ 0.009), surgical approach (P < 0.001), and chemotherapy (P < 0.001). Harrell's C-index statistics of two nomograms were 0.768 and 0.687 respectively, indicating satisfactory predictive power. Conclusions: This research provided evaluation of risk factors and prognosis for patients with PM from HCC. Two nomograms we developed can be convenient individualized tools to facilitate clinical decision-making.
INTRODUCTION
Liver cancer is one of the most aggressive malignancies and one of the major causes of cancer death globally (Bray et al., 2018) . Hepatocellular carcinoma (HCC) accounts for 75-85% of primary liver cancer cases. Distant metastasis occurred often in patients with HCC, and lung is the most frequent location of extrahepatic metastasis comprising approximately 30-50% of cases (Natsuizaka et al., 2005; Uka et al., 2007; Uchino et al., 2011; Abbas et al., 2014) . Patients with pulmonary metastasis (PM) from HCC have an awfully unfavorable prognosis. The median overall survival (OS) was 4.5 months and 5-year OS rate was only 2.5% for synchronous HCC with PM (Hu et al., 2018) . With the progress of therapeutic strategies for primary liver lesion and metastatic lung lesion, the survival of HCC patients with PM has been improved significantly. Therefore, it is of importance to construct metastatic risk and survival prediction assessment approaches for clinical decision-making.
Several literature reported some predictors and prognostic factors for HCC patients with PM (Li et al., 2014; Huang et al., 2018; Lee et al., 2019) ; however, it has not yet been well elucidated in population-based studies. This research aimed to identify risk factors causing PM from HCC and prognostic factors for HCC patients with PM at initial diagnosis on the basis of the Surveillance, Epidemiology, and End Results (SEER) database. Nomograms were also built as visualized tools for quantifying estimation of metastasis risk and OS.
MATERIALS AND METHODS

Ethics statement
This research was exempted by the Ethics Committee of Zhongshan Hospital of Fudan University (Shanghai, China), because data extracted from the publicly available SEER database were recognized as nonhuman studies (Lu et al., 2019) .
Patient selection
We extracted patients' data from the SEER database (http://seer.cancer.gov/), which collected cancer information from population-based cancer registries covering nearly 30% of the US population. Because information about the variable CS mets at DX-lung, which indicated the presence or absence of PM, was not available before 2010, patients diagnosed with HCC between 2010 and 2015 were finally included in our research. Exclusion criteria were as follows: (1) patients whose pathological type was not HCC; (2) patients for whom liver cancer was not their first primary tumor; (3) patients without follow-up time; (4) patients without cause of death; (5) patients with unknown race, T stage, surgical approach, bone metastasis, brain metastasis, intrahepatic metastasis, and PM. The selection process and selection codes were shown in Fig. 1 and Table S1 . The old version was converted to the eighth American Joint Committee on Cancer (AJCC) TNM staging system, in which T stage reflects primary tumor size, number of primary lesions, and invasive structures of primary tumor, and N stage reflects metastasis of regional lymph nodes. The raw measurements of 30,641 patients diagnosed with HCC were provided in Data S1 and raw measurements of 1,732 HCC patients with PM were shown in Data S2.
The variables sex, age at diagnosis, race, T stage, N stage, primary tumor size, alpha-fetoprotein (AFP), surgical approach, radiation, chemotherapy, bone metastasis, brain metastasis, intrahepatic metastasis, PM, and cause-specific death classification were used in our research. The surgical approaches toward primary intrahepatic tumor included local treatment and liver resection, and the local treatment referred to therapeutic modalities such as transarterial chemoembolization (TACE), radiofrequency ablation, and percutaneous ethanol injection. The primary survival outcomes of the present research were OS and cancer-specific survival (CSS).
Statistical analysis
Statistical analyses were all conducted with SPSS 21.0 statistical software (SPSS Inc, Chicago, IL, USA) and R software version 3.5.2 (R Core Team, 2018 bootstrapping variable selection algorithms (Austin & Tu, 2004) . All tests were twosided, and P-values less than 0.05 were considered to be statistically significant.
RESULTS
Baseline characteristics of study population
As shown in Fig. 1 , a total of 30,641 patients diagnosed with HCC were included in our research, of whom 1,732 cases (5.7%) were with PM at initial diagnosis and 28,909 cases (94.3%) were without. The median follow-up time of the entire study cohort was 8 months (interquartile range, 2-21 months). The median follow-up time for patients with and without PM were 1 month (interquartile range, 0-3 months) and 9 months (interquartile range, 2-22 months), respectively. The 1-, 2-, and 3-year OS for all patients were 50.5%, 36.2%, and 28.0%, while they were 9.3%, 4.5%, and 2.4% for patients with PM, and 53.0%, 38.1%, and 29.5% for those without PM. Table 1 showed the clinical and pathological features of the population study. Figure 2 showed the significantly shorter OS and CSS of the patients with PM from HCC, and a sudden decline of the survival curve in the first 12 months.
Predictors for pulmonary metastasis
As shown in Table 2 , the multivariate logistic regression analysis revealed that younger age (P ¼ 0.001), non-white race (P < 0.001), higher T stage (P < 0.001), higher N stage (P < 0.001), larger primary tumor size (P < 0.001), elevated AFP (P < 0.001), and presence of bone (P < 0.001), brain (P < 0.001), and intrahepatic metastasis (P < 0.001) were the potential significant predictors for PM from HCC. A nomogram for metastasis risk assessment was built on the basis of the results of multivariate logistic regression analysis above excluding surgical approach and chemotherapy which were obviously not the risk factors for PM from HCC (Fig. 3 ). It had a Harrell's C-index statistic of 0.768, indicating a good predictive ability for risk of PM from HCC.
Prognostic factors for pulmonary metastasis
As shown in Table 3 , univariate Cox regression analysis indicated age (P ¼ 0.049), T stage (P ¼ 0.020), surgical approach (P < 0.001), chemotherapy (P < 0.001), and primary tumor size (P < 0.001) as prognostic factors for HCC patients with PM at initial diagnosis. Multivariate Cox regression analysis based on the results above revealed that older age (P ¼ 0.014), higher T stage (P ¼ 0.009), absence of surgery toward primary liver lesion (P < 0.001), absence of chemotherapy (P < 0.001) were associated with a worse prognosis for HCC patients with PM.
A prognostic nomogram on the basis of the results of multivariate analysis above was constructed (Fig. 4) , which internally validated by bootstrapping in 1,000 bootstrap samples. It had a Harrell's C-index statistic of 0.687 (95% CI [0.670-0.703]), again showing a good predictive efficiency for OS of HCC patients with newly diagnosed PM. As shown in Fig. S1 , the calibration curves for the probability of 1-, 2-, and 3-year OS also indicated a good consistency with the actual survival. 
DISCUSSION
Hepatocellular carcinoma is a highly invasive tumor, which is prone to distant metastasis. Meanwhile, with the development of screening modalities, more and more extrahepatic metastases have been detected. Lung is the most common site of distant metastases and prognosis of HCC patients with PM was extremely poor (Tsai et al., 1984; Katyal et al., 2000; Tung-Ping Poon, Fan & Wong, 2000; Hu et al., 2018) . Our research revealed that median OS of patients with PM from HCC at initial diagnosis was 1 months and 1-, 2-, and 3-year OS rate were 9.3%, 4.5%, and 2.4%, which was consistent with the results reported in the previous literature. Despite poor prognosis of HCC patients with PM, it was believed that well-control of primary liver lesion plus treatment for pulmonary lesion such as pulmonary metastasectomy could prolong survival time of these patients (Kitano et al., 2012; Takahashi et al., 2016; Kuo et al., 2017; Hu et al., 2017) . Therefore, exploring predictors of PM from HCC appears to be necessary for clinical decisionmaking. Guo et al. (2019) reported that T stage, N stage, brain metastasis, and intrahepatic metastasis were risk factors for bone metastasis from HCC. Chen et al. (2019) pointed out that bone metastasis was significantly associated with brain metastasis from HCC. Besides, positive AFP, bilobar HCC lesions, multiplicity of HCC lesions, and primary tumor size 5 cm at initial diagnosis were also the independent predictors for distant metastases of HCC (Lee et al., 2019; Elmoghazy et al., 2019; Carr & Guerra, 2016; Can et al., 2014) . These indicators reflected the invasiveness of primary tumor and this was an explanation that these indicators were risk factors for extrahepatic metastases from HCC. In our research, we concluded that younger age, non-white race, larger primary tumor size, higher T stage, higher N stage, elevated AFP, and presence of bone, brain and intrahepatic metastasis were significant predictors for PM from HCC. Our research further showed that HCC patients having PM with older age, higher T stage, absence of surgery for primary intrahepatic lesion, or absence of chemotherapy significantly had an unfavorable prognosis. On the basis of the eighth edition of AJCC staging system for liver cancer, primary tumor size is an important reference criterion for (2014) also revealed that primary tumor size was independent prognostic factor for PM of HCC patients following hepatectomy. However, the T stage, which contains not only information about tumor size but also vascular invasion and number of primary tumor lesions, was more relevant to prognosis of patients than the indicator primary tumor size itself based on the AJCC staging system. Hu et al. (2018) showed that primary tumor size was not a prognostic factor while the T stage was in univariate analysis for OS in synchronous HCC and PM patients, although T stage did not achieve statistically significance in multivariate analysis. In our research, we found that the T stage was significantly related to OS of HCC patients with newly diagnosed PM, while primary tumor size was not. The higher T stage indicated a stronger ability of invasion and metastasis of tumor, and it might be the reason why the higher T stage led to worse prognosis. To date, there are no standard treatment for HCC patients with PM. Because of the presence of distant metastasis, these patients lose the chance for radical surgery for primary intrahepatic tumor. However, it is widely recognized that better-control of primary HCC lesion contributes to a longer survival time. With the progress of surgical approaches, such as TACE, percutaneous ethanol injection, radiofrequency ablation, hepatectomy and liver transplantation, the control of primary HCC lesion have been improved and survival time has also been significantly prolonged for these patients. Hu et al. (2017) indicated that HCC patients with PM undergoing pulmonary metastasectomy treated with supportive care had a significantly worse prognosis than those received liver resection, TACE or radiofrequency ablation. Lee et al. (2010) reported that compared with local treatment, liver resection contributed to the prolongation of survival of HCC patients with PM undergoing pulmonary metastasectomy. Hu et al. (2018) revealed that HCC patients with PM at initial diagnosis undergoing liver resection survived longer than those treated with TACE or ablation. Although patient populations were different in these studies, it still demonstrated that well-control of primary HCC lesion improved survival of HCC patients with PM. Our research supported the results above, showing that surgical approach had the greatest impact on the prognosis and HCC patients with newly diagnosed PM benefited most from liver resection compared with local treatment or no surgery performed. Hence, we concluded that liver resection was a better treatment modality for HCC patients with PM who were suitable for the aggressive surgery.
There is no final conclusion as to whether patients with PM from HCC can benefit from chemotherapy, and current studies are mostly case reports with a small sample size. Several prospective studies showed that appropriate chemotherapy regimens could alleviate the patients' condition. In a clinical trial which comprised 71% of cases with PM from HCC, Ikeda et al. (2005) revealed that FMP chemotherapy modality (a combined treatment of 5-fluorouracil, mitoxantrone, and cisplatin) had remarkable antineoplastic activity for patients with distant metastases. Nakamura et al. (2008) reported that chemotherapy of S-1 (a prodrug of 5-fluorouracil) and interferon-alpha contributed to the clinical remission of HCC with extrahepatic metastasis. Uka et al. (2008) also demonstrated that S-1/interferon-alpha chemotherapy modality was suitable and benefit for patients with distant metastases from HCC, especially those with PM. Due to lack of control group without chemotherapy, these studies were not able to explain the role of chemotherapy in prolonging survival of patients. However, we noted that the improvement of clinical response rate caused by chemotherapy offered patients greater opportunity to receive surgery which was believed to prolong OS. In the present research, it was obvious that patients with PM from HCC who received chemotherapy survived longer. Unfortunately, because of no information about detailed chemotherapy strategies in our data set, we were not able to compare the impact of different chemotherapy regimens on survival.
To facilitate clinical application, we established two nomograms for risk assessment of PM from HCC and survival prediction of HCC patients with PM at initial diagnosis. Both models had satisfactory predictive abilities and could be convenient individualized predictive tools for clinical decision-making. We recommended a close monitoring including detection of tumor markers and regular chest computed tomography examination for HCC patients with age less than 50 year old, non-white race, larger primary tumor size, higher T stage, higher N stage, elevated AFP, and presence of bone, brain and intrahepatic metastasis at initial diagnosis to help early detection of PM and to determine the therapeutic modalities earlier. Although there is no evidence that early detection of PM from HCC contributes to prolonging survival, we believes that early detection can be beneficial for patients as it helps management of disease and survival prediction. For HCC patients with newly diagnosed PM, we suggested aggressive therapies involving surgery toward the intrahepatic tumor or chemotherapy for highly selective patients with appropriate physical conditions and other favorable factors.
To our knowledge, this was the first population-based research focusing on the construction of metastatic risk and survival prediction approaches for patients with PM from HCC at initial diagnosis. However, limitations of the present work should be noted. Firstly, this was a retrospective study in which selection bias existed inevitably. Secondly, information about detailed treatment modalities for primary intrahepatic lesion and metastatic pulmonary lesion was not available in the SEER database and the information about pathological variable primary tumor grade was unknown in nearly 70% of the entire cohort, which was important for the multivariate analysis. Thirdly, information about performance status could not be obtained from the SEER database, which influenced therapeutic decision-making and might be a confounding factor in this study. Finally, the two nomograms we built were not validated using an external validation cohort and a further research is needed to verify our nomograms in the future.
CONCLUSIONS
For patients with HCC, age, race, T stage, N stage, primary tumor size, AFP, and bone, brain and intrahepatic metastasis were the risk factors of PM. For patients with PM from HCC at initial diagnosis, Age, T stage, surgical approach and chemotherapy were independent prognostic factors for OS. Nomograms we built may be individual and convenient tools for metastatic risk and prognostic assessment for PM from HCC.
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